Objective: HIV prevention tools such as pre-exposure prophylaxis require equitable access and uptake to protect all at-risk populations. This project assessed the perceived barriers to accessible HIV prevention for Aboriginal and Torres Strait Islander gay and bisexual men (GBM) and evaluated the presence of health promotion for pre-exposure prophylaxis (PrEP) for this population from the perspective of service providers.
A boriginal and Torres Strait Islander (hereafter 'Aboriginal') peoples living in Australia experience significantly poorer sexual health outcomes than nonAboriginal Australians, linked to a colonial history of disempowerment. 1 Aboriginal
Australians face racism and social inequality as intergenerational trauma continues to impact on the health of Aboriginal people. 2 Complex social factors such as poverty, family dysfunction and educational disadvantage are interrelated and exacerbate each other and predict poor sexual health for Aboriginal Australians. Inadequate sexual health services may fail to serve vulnerable Aboriginal populations, especially in rural and remote areas. 3 Aboriginal peoples experience higher rates of sexually transmitted infections (STIs) including gonorrhoea, chlamydia, and syphilis. 4, 5 This disparity in sexual health outcomes also occurs in human immunodeficiency virus (HIV), a bloodborne and sexually transmitted retrovirus. HIV exhibits epidemiological differences between Aboriginal and non-Aboriginal Australians. Aboriginal HIV notifications are steadily rising despite nationwide stabilisation of HIV notifications in non-Aboriginal Australians. In 2016, the age-standardised rate of new HIV notifications in Aboriginal people was more than double that of non-Aboriginal people (6.4 per 100,000 Aboriginal people vs. 2.9 per 100,000 non-Aboriginal Australian-born people). 4 Several biological, social and environmental risk factors could potentiate further increases in HIV notifications for Aboriginal Australians. Biological factors include elevated rates of STIs, a higher proportion of transmission attributable to heterosexual contact and injecting drug use, 4 and higher rates of unprotected anal intercourse with casual partners. 6 Social factors could include stigma 7 and lower levels of health literacy. 8 Environmental factors include lack of culturally appropriate sexual health services, especially in rural and remote areas. 8, 9 The Ending HIV campaign in New South Wales (NSW) aims to prevent all new HIV infections by 2020 and is founded on a threepronged approach: testing often, treating early, and staying safe. 10 Similar campaigns throughout Australia have emphasised the importance of staying safe through the promotion of pre-exposure prophylaxis (PrEP), which uses antiretroviral medications to prevent HIV infection. 11 The World Health
Organization now recommends that PrEP be offered to those at substantial risk of HIV, including gay and bisexual men (GBM), as part of a combination of other preventative approaches. 12 PrEP's efficacy is linked to adherence. 13 PrEP offers no protection against bacterial STIs. 
Objective
This paper aimed to assess the ways PrEP is promoted as part of an HIV risk reduction strategy in GBM, and to identify gaps. We also sought potential improvements to current health promotion.
Despite the need for HIV prevention in heterosexual people and injecting drug users, this project focused on GBM as it seeks to assess health promotion surrounding PrEP, which has largely been driven by AIDS Councils. These organisations are funded to serve HIV-affected populations and much of their HIV health promotion is targeted towards gay and bisexual men, as this is the population at highest risk in Australia.
Methods
This project was focused on the structure of targeted health promotion for PrEP, rather than on consumer experience. Accordingly, we recruited respondents specialising in HIV and sexual health, particularly those experienced in Aboriginal sexual health promotion and/or involved in the development and implementation of PrEP-related health promotion. Participants were recruited using a convenience-based snowballing recruitment method. Potential interviewees were identified using the coauthor's professional networks in the HIV sector and invited by email to participate. The potential respondents were encouraged to offer names of potential participants. Participants were prioritised if they worked in PrEP-specific health promotion or specialised in Aboriginal sexual health.
Participants provided consent before participating in semi-structured, in-depth interviews, which were conducted either face-to-face at the participant's place of work or by phone. The interviews were conducted between May and August 2017 before PrEP was introduced on the PBS. The interviews were guided by a schedule, which ensured structure while allowing for discussion of issues not previously considered. Participants were asked to discuss PrEP-related health promotion and whether it had been targeted to Aboriginal populations. Participants were also asked how best to promote PrEP to Aboriginal people.
Interviews lasted between 25 and 60 minutes. Each participant identified themselves with a pseudonym, by Indigenous status and with a generalised job title to ensure confidentiality. Participants' jobs were broadly categorised as education (researchers, academics), healthcare providers (sexual health workers, nurses and clinicians), or AIDS organisation employees (health promotors, executives).
Interviewing and data analysis were performed by the same co-author. Interviews were video recorded and manually transcribed. The transcripts were de-identified and managed using N-VIVO 11 to code for themes and concepts. An iterative categorisation method was used, 23 in which text was summarised and pertinent quotations highlighted, allowing similar and divergent themes and concepts to be coded. These similarities and differences were then interpreted to form the final report. Thematic saturation was achieved following the successful recruitment of eighteen participants, five of whom identified as Aboriginal. Demographic information for participants is given in 
Results

Impact of HIV on Aboriginal Australians
Participants identified HIV as a significant public health concern for Aboriginal Australians. Many noted the gap in HIV notifications between Aboriginal and nonAboriginal Australians 4 and feared an HIV epidemic could occur among Aboriginal Australians due to high rates of STIs, poorer access to medications, co-morbidities and poor health literacy.
We can't afford to wait … once it's out of control it will be very, very hard for [Aboriginal]
communities to manage. And the impact will be appalling. We need to get on top of this now. -Robert, non-Aboriginal, AIDS organisation employee.
Respondents were almost unanimous in their support for PrEP's efficacy in preventing HIV transmission. Interviews cited seminal scientific literature to highlight the efficacy of PrEP and indicated it would be an important in reducing HIV transmission in Aboriginal Australians among those at risk. 
Barriers to PrEP use for Aboriginal men
Respondents identified several barriers that Aboriginal Australian GBM face in accessing PrEP. These can be broadly categorised as individual or provider barriers. Some respondents identified a slight underrepresentation of Aboriginal people in PrEP trials, while others said they did not expect many Aboriginal GBM at risk of HIV to be aware of PrEP.
Individual barriers
Respondents repeatedly identified an unwillingness or inability for Aboriginal men to identify with mainstream gay communities. This prevented Aboriginal people from accessing gay-focused health promotion and services, as these are generally disseminated through gay communities. Further, some respondents suggested Aboriginal men who had accessed PrEP had done so because they did identify with the gay community. This respondent attributed lower uptake rates to past experiences of racism in healthcare, and differing world views about illness. This may also have an impact on PrEP's preventative effects in Aboriginal communities. As its efficacy is directly related to compliance, health promotion efforts would need to address these issues.
Provider barriers
Participants identified barriers at healthcare services that prevent at-risk Aboriginal men from accessing PrEP, noting that Aboriginal Medical Services (AMSs) are often overburdened and under-resourced. This was attributed to the high burden of chronic health problems within the Aboriginal community, which often takes priority over primary preventative health promotion. 
Promotion level
Some respondents were adamant that health promotion needed to be driven by the community, and that Aboriginal people needed to be involved at every stage of the process to ensure principles of selfdetermination are maintained. This would mean every approach would be influenced by community needs. However, some general principles were gleaned from the interviews.
With the high rate of STIs in Aboriginal communities in mind, respondents maintained that PrEP needed to be promoted in a way that would not diminish the importance of condoms. There were fears among some respondents that PrEP was being marketed as an 'instead of' condoms intervention, as opposed to the 'as well as' messaging for which these respondents called.
We Other respondents countered this argument with a pragmatic approach, noting high rates of STIs indicated poor adherence to condoms already, and so PrEP is necessary to ensure HIV does not reach epidemic levels like bacterial STIs have.
Similarly, respondents noted communities need to convey health promotion in simple English or community language, avoiding medical jargon. This point was emphasised by participants in the context of lower levels of health literacy in Aboriginal GBM, compared to relatively health literate GBM. Further, health promotion should focus on building health literacy in Aboriginal people. Respondents had differing views on how best to do this: some said it was the responsibility of health professionals to educate their patients during consultations, while others said it should be done through the media, community education or schooling.
Many respondents criticised the underresourcing of Aboriginal health promotion organisations as a barrier to good Aboriginalfocused HIV health promotion. Respondents identified a need for advocacy to ensure stable funding for these organisations, enabling them to promote health. Most respondents agreed health promotion of PrEP had been targeted at GBM networks through AIDS Councils and their affiliated sexual health clinics, but little had been done specifically for Aboriginal Australians. This was attributed to several factors, including perceived shortages of Aboriginal-specific funding for AIDS Councils, unwillingness to engage in costly community consultation, and lack of collaboration between AIDS Councils and ACCHOs. Many respondents claimed PrEP-related health promotion would be helpful in overcoming the barriers, but also stressed the health promotion needed to be developed, implemented and evaluated by Aboriginal communities to ensure it fulfilled principles of self-determination and community control. This is consistent with other sexual health interventions for Aboriginal people, 9 and with ethics guidelines provided by the AH&MRC, 24 as well as the recommendations from WHO identifying ACCHOs as "best-practice manifestations" of self-determination in healthcare.
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Limitations of study
The major limitation of this study was in its recruitment. While we attempted to recruit as many relevant stakeholders as possible, especially those specialising in Aboriginal sexual health, we tended to interview participants who were aligned with the gay community. However, qualitative research demands recruitment performed purposely and not representatively. 36 Further, we ensured the research was evaluated by a focus group of Aboriginal Australians living with HIV to guide its appropriate delivery.
Similarly, the nature of snowballing recruitment meant most recipients worked in communities in major centres on the eastern seaboard. Future research efforts should actively identify potential participants in other Australian regions and remote communities to ensure those perspectives are included in analyses. Further, lay consumers should be included to assess their views on barriers and health promotion in accordance with principles of community consultation.
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